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ABSTRACT 
This project provides a standardized data collection method for describing 
the effectiveness of a seclusion and restraint reduction initiative in an adult 
inpatient mental health setting. Practice-based evidence methodology provides a 
guideline for the development of the data collection framework. The list of data 
elements, based on a comprehensive literature review, are presented in a 
reproducible manual format with definitions and instructions for collecting data. 
Special emphasis is placed on collection of data reflecting the use of sensory 
modulation interventions to address emotion dysregulation, which can be a 
contributory factor in seclusion and restraint. 
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The use of seclusion and restraint as a method to control aggressive and 
violent behaviors in persons with mental illness has been a practice for centuries. 
These coercive measures continue to be used today in hospitals, schools, and 
forensic settings. Pinel, a French physician, credited with introducing the era of 
moral treatment in the 18th century, was the first to redefine the use of restraint as a 
prescribed and time limited method to keep patients from harming themselves as 
opposed to an unlimited coercive measure to control behavior (Pinel, n.d.) Thus 
began a period when restraint was considered to be a treatment and attempts were 
made to administer it in a humane way. In 1876, a leather restraint was made as a 
more humane device than the previously used metal shackles. These leather 
devices were approved for use in hospitals and health care facilities (History of 
Handcuffs and Restraints, 2009). The 20th century saw a host of advances in the 
treatment of mental illness including the introduction of psychotherapy and new 
pharmacologic treatments. Greater funding for psychiatric education and research 
became available through the National Mental Health Act of 1946 and 
deinstitutionalization moved hundreds of persons with mental illness from large 
psychiatric hospitals to community mental health clinics. Despite the progress 
made in the treatment and care of persons with mental illness, there is no mention 
of the continuing use of seclusion and restraint during this period of advancement. 
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In the 1950's, physical restraint began to be used with children with emotional 
disturbances (Physical Restraint in School, n.d.). Restraint was viewed as method of 
control used by a clinician or educator in order to prevent the child from harming 
himself or others. This view of restraint and the belief in its efficacy and 
appropriateness as treatment appears to have proceeded with little opposition until 
the 1980's when legal challenges were filed by individuals who had been subjected 
to episodes of restraint. 
Efforts to reduce and ultimately eliminate the use of seclusion and restraint 
began to gain momentum. Reports of injuries and even deaths from the use of 
restraint were publicly reported (Hartford Courant, n.d.). Increased scrutiny of the 
use of seclusion and restraint was followed with legislation from the Joint 
Commission and the Centers for Medicare and Medicaid that promulgated rules and 
standards concerning the amount of time that the interventions of seclusion and 
restraint could be used (Joint Commission Standards, n.d., Centers for Medicare and 
Medicaid, n.d.). Additionally requirements were established for staff training in de-
escalation as well as requirements for the documentation of any use of seclusion 
and restraint. 
The enormous economic burden to institutions from the use of seclusion and 
restraint is detailed in a study by LeBel and Goldstein (2005). By calculating the 
cost of staff activities and medication costs associated with restraint, they 
determined that costs decreased by 92% after a successful seclusion and restraint 
reduction effort. Other organizational challenges and costs from the use of 
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seclusions and restraint include decreased staff productivity, recruitment and 
retention issues, staff injuries and workman's compensation costs. My experience 
with the personal cost of seclusion and restraint to patients is what propelled me to 
select the topic of seclusion and restraint reduction for my doctoral project. 
Patients who shared with me their narratives of being secluded or restrained or 
both told poignant stories of their shaming and humiliating experience. This 
traumatization of the patient can result in longer lengths of stay and increased 
recidivism and readmission (LeBel and Goldstein, 2005). 
There is generally an escalation of behaviors prior to the seclusion and 
restraint event. Inability to organize and respond to stimuli in an appropriate and 
effective manner can lead to increasingly disorganized, disruptive, and potentially 
aggressive and threatening behaviors. Understanding the chain of events that 
occurs prior to the seclusion and restraint event and understanding the unique 
patient responses to those events might lead to a different resolution. Occupational 
therapy has made an important contribution to the effort to provide innovative 
alternatives to seclusion and restraint including through the use of sensory 
approaches. These approaches are believed to be useful in helping patients self-
organize their behavior and organize the myriad new and demanding stimuli that 
they encounter in an institutional setting. While sensory approaches have been 
reported to be successful in reducing the use of restraint and seclusion, these 
methods are only successful when introduced in the context of a carefully planned 
and implemented culture change (Huckshorn, 2004). 
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The problem of the use of seclusion and restraint and the associated 





My doctoral project will focus on the development of a standardized method 
for collecting data on seclusion and restraint reduction efforts with special emphasis 
on the value of sensory approaches. This manualized approach to data collection 
will allow facilities that are engaged in a seclusion and restraint reduction effort to 
collaboratively collect and aggregate data to gain increased knowledge that can be 
applied to support implementation of best-practice. 
5 
Chapter Two 
Theoretical and Evidence Base to Support the Proposed Project 
Brief History of Seclusion and Restraint 
Seclusion and restraint have been employed for centuries in asylums and 
psychiatric hospitals as methods to control persons with disturbed or violent 
behaviors (Smith et al. 2005). These methods of behavior control persisted into the 
early 18th century until Philippe Pinel, a French physician, began to introduce new 
methods of treatment. Pinel's use of restraint was far different from previous 
models in both its duration and its goals. Whereas patients were once chained for 
countless hours as a way to control behavior, Pinel proposed using restraint for 
prescribed periods of time in order to keep patients from harming themselves 
(Pinel, n.d.). Thus began a period when restraint was considered to be a treatment 
and attempts were made to administer it in a humane way. The belief that seclusion 
and restraint are necessary treatments persists today despite literature that 
concludes that seclusion and restraint can have substantial and harmful physical 
and psychological effects on both patients and staff (Fisher, 1994). 
In a series of investigative reports published in the Hartford Courant in 
1998, seclusion and restraint were identified as the cause of death in 142 cases in 
mental health or mental retardation facilities nationwide over the course of ten 
years. These reports led to increased scrutiny of the practice of using seclusion and 
restraint and added urgency to the increasing pressure from regulatory agencies 
such as the Centers for Medicare and Medicaid Services and The Joint Commission 
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and from mental health consumers and families to decrease and ultimately 
eliminate the use of restraint and seclusion in all treatment settings. The 
regulations that have been promulgated as a result assert the right of patients to be 
free from the inappropriate use of seclusion and restraint and restrict the use of 
such methods to emergency situations in which there is imminent risk that the 
individual may physically harm himself or others (The Joint Commission, n.d., 
Centers for Medicare and Medicaid Services, n.d.). There are no controlled studies 
that evaluate the value of seclusion and restraint for persons with mental illness 
(Sailas & Fenton, 2000) nor are there studies of the comparative physical, 
psychological, or therapeutic risks of these methods (Busch & Shore, 2000). 
The Association of Aggression and Use of Seclusion and Restraint 
The use of seclusion and restraint is often preceded by episodes of 
aggression and violence. In a study by Petti et al. (2001), staff cited concern for 
safety as the primary reason for the use of seclusion and restraint. Thus, 
understanding the factors related to aggression and violence and determining 
whether aggression can be predicted is an important step in developing initiatives 
to reduce the use of seclusion and restraint. Two literature reviews of violence on 
inpatient psychiatric units concluded that there are four factors that may contribute 
to the likelihood of inpatient violence (Johnson, 2004; Hamrin et al., 2009). These 
factors are 1) patient-related variables, 2) staff related variables, 3) interaction 
variables, and 4) unit or cultural variables. While there was variability across the 
studies, certain recurrent themes emerged related to each of the factors. Although 
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certain diagnoses such as schizophrenia and bipolar disorder were frequently 
associated with risk of violence, symptoms such as angry mood, irritability, and 
suspiciousness were more closely linked to episodes of violence. Patients who were 
uncooperative, engaged in impulsive behavior, and showed an unwillingness to 
follow rules (Johnson, 2004) as well as previous episodes of aggressive behavior 
and a relational style that limited interpersonal contacts (Hamrin et al., 2009) were 
also found to be associated with risk of aggressive and violent behavior. 
Staff attitudes rather than staff demographics were more closely associated 
with a violent or aggressive response from patients. Staff with more experience 
who could empathize with patients were less likely to be targets of aggression 
(Hamrin et al., 2009). However, more time spent with patients increased the 
likelihood of being involved in an episode of aggression (Johnson, 2004). Nursing 
staff, who spend the most time on the inpatient unit, are far more likely to be 
involved in an aggressive episode than physicians or other staff who spend much 
shorter periods of time in patient contact. 
Unit factors including census, gender mix with higher numbers of males 
(Johnson, 2004 ), lack of privacy, insufficient activity, and excessive sensory 
stimulation (Hamrin et al. 2009) are cited as contributing to the likelihood of 
· aggressive or violent acts. Episodes of aggression are most likely to happen at 
transition times, e.g., mealtime, change of shift, during periods of new patients being 
admitted to the unit and at times of close interpersonal interaction between staff 
and patient such as during medication administration, assisting with ADLs, setting 
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limits, or denying a request (Johnson, 2004, Hamrin et al. 2009). 
Assessment of Aggression Potential 
Appropriate assessment and identification of patient factors associated with 
violence and aggression would provide important information to help staff to 
mitigate aggressive behaviors that can escalate into situations that create unsafe 
conditions and can lead to episodes of seclusion and restraint. In fast paced 
inpatient psychiatric units it is important to have a quick, easy to administer 
assessment that can reliably be used to predict violence. The Brc;,set Violence 
Checklist (BVC) is a short-term violence prediction instrument that assesses 
confusion, irritability, boisterousness, verbal threats, physical threats, and attacks 
on objects as either present (score of 1) or absent (score of 0). Scores for the six 
items are summed and categorized in three risk categories: 0 =no risk, 1-2 = 
moderate risk, and >2 =high risk. Woods and Almvik (2002) and Abderhalden et al. 
(2006) report that empirical studies using the BVC indicate it is a useful instrument 
in the short-term prediction of violence. Specifically it is 63% accurate in predicting 
that violence will occur in the next 24 hour period and 92% accurate in predicting 
that violence will not occur (Woods and Almivk, 2002). Abderhalden et al. found the 
BVC to have a correct prediction rate of violence of 85%. 
Neither Woods nor Aberhalden describe what, if any, preventive measures 
were used by staff when a score of 2 or more was recorded on the Br0set. If the 
purpose of such a tool is to identify behaviors that precede increasingly aggressive 
and violent behavior, then theoretically aggression and violence could be averted by 
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addressing early behaviors such as irritability with targeted interventions. Clark, 
Brown, and Griffith (2010) described a study in which the BVC was consistently 
used on an 11 bed secure psychiatric unit for three months. When an aggressive 
incident occurred, the incident was reviewed and compared with BVC ratings and a 
discussion was conducted as to whether or not the incident could have been 
predicted or prevented. During the trial period there was an unusually low rate of 
aggressive incidents and there was a reduction of seclusion episodes from an 
average of 30 per month prior to using the BVC to 12 per month during the trial 
period. The authors suggest that the decreased incidence of aggression and the 
decreased use of the seclusion room were partly attributable to the increased 
vigilance around the potentially aggressive behaviors identified by using the BVC. If 
aggression and violence can be predicted, then seclusion and restraint, which is 
used to contain violence, could be averted if appropriate interventions were used. 
Selecting appropriate interventions that are relevant and helpful to the individual 
patient requires a knowledge and understanding of relevant individual patient 
variables and the potential value of the variety of interventions that could be used 
with the individual patient. 
The ability to identify behaviors that are early warning signs of escalating 
behavior is an important skill for staff working on an acute care psychiatric unit. 
However, the aggressive or assaultive behavior may be based on differing 
motivating factors for each individual. Characterizing the primary motivating 
factor for aggressive behavior provides additional information to guide selection of 
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an appropriate intervention. Based on studies of over 1000 assaults committed by a 
large sample of randomly selected chronically aggressive patients, Quanbeck and 
McDermott (2008) describe three types of assaults: 1) impulsive, 2) organized, and 
3) psychotic. The impulsive assault is a spontaneous reaction to an interpersonal 
provocation and is generally preceded by psychomotor agitation, hostile and 
irritable mood, and verbal abuse and threats. The motivation is threat reduction; 
the individual recognizes that control was lost and may express remorse following 
the act. The psychotic assault is an intense paranoid state where the individual feels 
compelled to act and is in a state of fear or anger, may be experiencing command 
auditory hallucinations and desires to protect him or herself against a perceived 
persecutor. Insight is typically poor. The organized assault occurs with little 
warning and is an opportunity to use violence as an advantage to assert social 
control or obtain something of value. Remorse is lacking and the individual may 
deny or justify the assault. Impulsive assaults were the most common (54%), most 
frequently targeted staff and often followed attempts by the staff to enforce a unit 
rule or deny a patient's request. Organized or planned assaults (29%) and psychotic 
assaults (17%) were more likely to target other patients. The authors suggest that 
clinical intervention is most likely to succeed with patients whose assaultive 
behaviors are a result of the patient's illness such as severe mood dysregulation in 
impulsive assaults and psychosis in psychotic assaults. 
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Environmental Stressors and Behavior 
Acute psychiatric inpatient units can be noisy, stimulating, demanding, and 
confusing environments for patients particularly in the first few days of admission 
when symptoms of the psychiatric illness are most acute. Gutheil (1978), Fisher 
(1994), and Hamrin (2009) have all suggested that too much or too little sensory 
stimulation in the unit environment can lead to behaviors that result in seclusion or 
restraint. Gutheil's approach to decrease sensory input and stimulation was to use 
seclusion as a method of sensory quieting. While he acknowledges that seriously 
(mentally) ill individuals are vulnerable to sensory overload across all modalities 
including sound, smell, sight, touch, taste and vibration, his suggestion to use what 
amounts to solitary confinement is far from current thinking about how best to 
address sensory overload. Responses to the stimulating environment of the 
inpatient unit vary from patient to patient. This variation may be explained in part 
by examining some of the work that has been done in understanding the etiology 
and neurobiological underpinnings of mental illness. 
Stress is a common feature of everyday life. The nature and intensity of the 
stress varies as does the response of individuals. Persons who are most vulnerable 
to the effects of stress run the risk of physical and mental health problems when 
confronted with frequent stressful experiences particularly when experienced 
during early periods of brain development (Gunnar and Quevedo, 2007). McEwan 
and Stellar (1993) coined the term allostatic load to define the physiological costs of 
chronic exposure to fluctuating or heightened neural or neuroendocrine response. 
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They proposed that high levels of stress coupled with environmental factors and 
genetic predispositions can lead to individual susceptibility to stress and to disease. 
The neural diathesis-stress model of schizophrenia further explores the notion of 
predisposition or vulnerability to disease from chronic exposure to stress. This 
model poses the hypothesis that stressors that result from perceived uncontrollable 
threats to important goals andjor social-evaluative threats are the threats most 
likely to trigger or worsen symptoms of schizophrenia in persons with a pre-
existing vulnerability (Jones and Fernyhough, 2006; Winkel, Stefanis, Myin-
Germeys, 2008) . 
Evidence of changes in an individual's neurobiology from experiencing 
repeated episodes of stress can be seen in permanent changes in the neural 
substrates of emotional and cognitive processes (Gunnar and Quevedo, 2007). 
In a review of the structural and functional abnormalities in brains of persons with 
major psychiatric disorders, Philips et al. (2003), conclude that the location of these 
abnormalities may explain the impaired cognitive and emotional functioning seen in 
schizophrenia, bipolar disorder, and major depressive disorder. In schizophrenia, 
these abnormalities are found in the regions of the brain important for the appraisal 
a nd ide ntifica tion of positive a nd negative emotional stimuli, which may result in 
persons with schizophrenia misinterpreting ambiguous stimuli as threatening and 
then presenting with a decreased range of subsequent affective states and 
behaviors. In bipolar disorder, it is suspected that the abnormalities produce an 
oversensitive neural system for identifying emotional significance of stimuli and an 
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impaired system for regulation of emotional behavior. In persons with depressed 
mood, these abnormalities may result in a restricted emotional range with a bias 
towards the perception of negative rather than positive emotions. Persons with 
mental illness who have compromised cognition and emotional regulation may 
respond to the demands of the inpatient environment with fear, confusion, or 
aggression. This inability to organize appropriate responses to environmental 
stimuli can lead to escalated behavior, which can in turn lead to seclusion or 
restraint. 
Sensory Processing in Persons with Psychiatric Disorders 
Sensory integration theory, developed by Ayres (1978), provides a 
conceptual model of how the brain functions as an organizer and interpreter of 
sensory information. While this model is primarily used with children with 
developmental disabilities and learning disabilities, it provides a useful model for 
understanding the way the brain processes sensory information. Interacting with 
the environment provides numerous sensory inputs (touch, sound, sight, taste, 
smell, and movement). As the brain processes and organizes these inputs, learning 
takes place as neural pathways and connections are stimulated by the sensory input. 
Learning is dependent on the ability of the brain to take in sensory information and 
then use it to produce effective behavior. When an individual's brain is unable to 
effectively integrate sensory information, behavior and effective function are 
compromised. Sensory integration theory proposes that sensation that is 
meaningful and enjoyable to the individual promotes occupational engagement 
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(Roley, Mailloux, Miller-Kuhaneck, & Glennon (2007). Activities that are rich in 
sensory input provide opportunity for adaptive response. Successive opportunities 
to produce adaptive responses ultimately lead to more functional behavior. Sensory 
integrative dysfunction occurs when the brain does not become properly organized 
for processing and integrating sensory information (Kielfhofner, 2009). When an 
individual experiences challenges with detecting, regulating, interpreting and 
responding to sensory input that impair the ability to function in daily roles and 
routines, the individual has a sensory processing disorder (Miller, Anzalone, Lane, 
Cermak, & Osten (2007). Sensory processing disorders can be categorized into 
three distinct types of disorder: sensory modulation disorder (SMD), sensory-based 
motor disorder (SBMD) and sensory discrimination disorder (SDD) (Miller et al. 
(2007). 
In my doctoral project I am interested in exploring the use of selected 
sensory modalities to address sensory modulation problems in persons with 
psychiatric disabilities who are hospitalized in an inpatient psychiatric setting. 
Sensory modulation is a process that occurs in the central nervous system that 
involves balancing responses to inhibitory and excitatory sensory inputs that arise 
from the individual's own sensory mechanisms as well as those that arise from 
inputs from the environment (Atchison, 2007). Sensory modulation is the capacity 
to regulate and organize the degree, intensity and nature of responses to sensory 
input in a graded and adaptive manner. My hypothesis is that persons who are 
experiencing acute symptoms of psychiatric illness are at risk for experiencing 
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sensory modulation difficulties when presented with the unfamiliar demands of an 
inpatient setting. The process of managing both the internal sensory and cognitive 
inputs from the illness and the external sensory demands of the human and non-
human environment challenges the system's ability to provide adaptive responses. 
Of particular interest to me is the person whose maladaptive response is 
characterized by anger, hostility or defensiveness. Unchecked, these maladaptive 
responses can escalate and result in the patient being restrained or secluded. The 
restraint and/or seclusion episode further attacks the person's sensory system by 
increasing anxiety and fear. By providing the patient selected calming and soothing 
sensory inputs through activity and the environment, escalation of the maladaptive 
response may be averted. The interventions proposed are not sensory integration 
therapy and do not strictly adhere to the principles of sensory integration, however, 
sensory integration theory and principles provide a framework for identifying 
sensory modulation problems and creating an intervention approach using sensory-
based strategies. 
Assessment of Sensory Processing 
Understanding an individual's sensory preferences is key to providing 
individually relevant interventions. The Adolescent/ Adult Sensory Profile (Brown 
and Dunn, 2002) provides a method for categorizing self-reported everyday sensory 
experience into specific sensory-processing patterns that provide guidance in the 
development of appropriate sensory environments. The Adolescent/ Adult Sensory 
Profile is a 60-item measure completed through self and/or family report of the 
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frequency of responses to sensory inputs. The responses are then mapped on a 
profile which provides information about the degree of sensitivity of the individual 
to sensory inputs and the typical strategies that the individual uses to respond or 
self-regulate (Dunn, 2001). 
Using the Adult Sensory Profile, Brown, Cromwell, Filion, Dunn, & Tollefson 
(2001) studied the sensory processing responses of individuals with schizophrenia, 
individuals with bipolar disorder and mentally healthy controls. Results showed 
that both individuals with schizophrenia and those with bipolar disorder had higher 
scores on sensation avoiding than the mentally healthy group. Sensory avoiders 
find ways to limit sensory input; they avoid distracting and unpredictable settings, 
and seek to create rituals for daily routines (Dunn, 2001). Sensation avoiding in 
persons with schizophrenia is characterized by a preference for low demand 
environments (Brown et al., 2001). This preference for a low demand environment 
is in stark contrast to the environment encountered in an acute psychiatric unit. 
The psychiatric milieu is highly demanding. The typical milieu schedule requires 
that patients follow a specific routine of meals, bedtime, scheduled groups, and 
offers limited personal and private space. The interpersonal demands of an 
unfamiliar room-mate, frequent history taking, and participation in activities and 
groups could be overwhelming for the sensory avoiding individual. 
In addition to sensory avoiding, Brown et al. (2001) describe a study by 
McGhie and Chapman (1961) in which some persons with schizophrenia also 
reported sensory sensitivity and experienced sensory input such as sound, light, and 
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colors to be louder, brighter, and more intense than the actual presentation of the 
stimulus. Brown et al. (2001) found that some persons with schizophrenia also had 
higher scores on low registration and lower scores on sensation seeking than the 
mentally health group. The authors note that this pattern suggests that registration 
of sensory stimuli is greatly limited and when the stimuli are sufficiently intense to 
be registered, the stimuli are avoided. A similar pattern of sensory avoiding and low 
registration was noted in persons with bipolar disorder. For some individuals the 
need to avoid intense stimuli may result in an attempt to deflect the intense stimuli 
through an aggressive act. The Adult Sensory Profile may be an appropriate tool to 
administer to adult psychiatric patients to determine their sensory processing style 
and preferences and to aid in developing an environment and staff interaction that 
support the patient's sensory processing needs. 
Sensory-Focused Interventions 
The use of comfort rooms and multi-sensory rooms is a growing trend in 
psychiatric hospitals and is recommended as one of the strategies for reducing 
seclusion and restraint (National Executive Training Institute, 2003, Champagne, 
2004, Moore, 2005, Substance Abuse and Mental Health Services Administration, 
2005, McDaniel, 2009). While the terms comfort room and multi-sensory room are 
often used interchangeably, there is a distinction between these two types of 
intervention environments. According to Bluebird (2009) comfort rooms are based 
on a self-help model that allows self-directed choice of materials and activities that 
are found soothing, e.g., music, arts and crafts activities, and may also include 
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sensory activities like aroma therapy. Comfort rooms are places of respite and the 
room is used voluntarily. Materials and activities in the room are selected by clients. 
Assessment of the client prior to using the room and documentation of the 
experience is not required. 
In contrast, sensory rooms or multi-sensory rooms are used for individual 
or group sessions and provide specific sensory activities designed to calm or alert. 
A screening or assessment often precedes the use of such a room and the application 
of sensory strategies is conducted by an occupational therapist or other trained 
person. Multi-sensory rooms were first introduced in the Netherlands in the 1970s 
by Ad Verheul, an art therapist who worked with persons who were profoundly 
developmentally disabled (Shapiro & Bacher, 2002). These multi-sensory 
environments provided a controlled and predictable, calming and stimulating 
sensory environment for relaxation and enjoyment. Verheul coined the word 
Snoezelen® to describe these environments. Snoezelen® rooms are used 
throughout the world in facilities that provide services to persons with psychiatric 
illnesses, developmental disorders, and dementia. A multi-sensory room designated 
as a Snoezelen® room has specifically branded Snoezelen® equipment. Despite the 
differences, both comfort rooms and sensory rooms are environmental 
enhancements that are designed to positively influence performance skills and 
behaviors (Champagne, 2003). In the acute inpatient mental health setting, comfort 
or sensory rooms are used to provide an environment where clients can escape the 
demanding and sometimes chaotic ward atmosphere and can access a variety of 
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materials or activities that provide a sensory calming experience. This de-escalation 
of behavior is initiated by either staff or self-directed use of the room. Group or 
individual time in the room can also be used to provide an exploratory experience 
for clients in which they can try out a variety of sensory strategies or activities and 
determine which are most calming. This preferred sensory strategy or activity can 
then be used at a later time when the client is experiencing increased stress. 
Evidence on the Effectiveness of Sensory Approaches 
Sensory approaches are increasingly being adopted by occupational 
therapists practicing in mental health. The proposed benefits of sensory based 
treatment for clients are 1) individualized care, 2) hope and recovery, 3) active 
engagement in treatment, 4) creation of healthy habits, 5) increased self-awareness, 
and 6) engagement in therapeutic and meaningful life role activities (Champagne, 
2008). While these broad objectives are consistent with constructs outlined in the 
Occupational Therapy Practice Framework (2008), there is limited evidence of the 
effectiveness of sensory approaches in achieving these objectives. The focus of my 
project is to provide a framework for collecting data to begin to establish the 
effectiveness of sensory approaches in reducing the use of seclusion and restraint in 
an acute inpatient m ental health setting. 
Occupational therapists Tina Champagne, Jean MacLachlan, and Karen Moore 
have been instrumental in spearheading the use of sensory modulation 
interventions in the statewide Massachusetts initiative to reduce seclusion and 
restraint (LeBel & Champagne, 2010). In a 2008 statewide survey of mental health 
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facilities in Massachusetts, 100% of the respondents indicated that they had 
integrated sensory-based interventions and environments into treatment programs 
and all had reduced the use of seclusion and restraint (LeBel & Champagne, 2010). 
A study conducted by Champagne and Stromberg (2004) evaluated the 
degree of distress of 4 7 patients before and after individualized sensory room 
sessions. Each patient had an average of two sessions in a multi-sensory room and 
rated the experience on a 10-point scale from very calm to severe distress. Results 
showed that 89% of the sensory sessions were reported to have had a positive 
effect, 10% had no effect, and 1% had a negative effect. Patients who experienced 
the highest degree of distress at the beginning of the session reported the greatest 
degree of positive change in perceived stress level after the sensory room session. 
In addition to experiences in the sensory room, other elements of the treatment 
program included sensory assessments, and self-regulating strategies and activities 
such as crisis plans and comfort or safety kits. The authors reported a 54% 
reduction in seclusion and restraint episodes during the 12 months of 
implementation of sensory based interventions. 
The state of New York has also initiated a seclusion and restraint reduction 
initiative. In a guide published by McDaniel (2009) four facilities in New York State 
that implemented the use of a comfort or sensory room reported reduction in the 
use of seclusion and restraint. The facilities cited in this guide were inpatient 
facilities that cared for children and adolescents ages 5-18. Length of stay ranged 
from 1-4 months. All facilities implemented some form of comfort or sensory room 
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and varied in the implementation of other interventions such as the use of crisis 
plans, comfort kits, and cognitive therapies. All facilities reported a reduction in 
seclusion and restraint and one facility reported becoming restraint-free two years 
after beginning the restraint reduction initiative. Facilities reported both aggregate 
results for decreased seclusion and restraint and individual results of increased 
ability to self-regulate behavioral responses and improved school function as a 
result of the ability to use self-soothing activities to increase ability to focus 
attention. 
The limited evidence from current studies suggests that the use of sensory 
strategies has a role in reducing the use of seclusion and restraint. However, it is 
difficult to extrapolate best practice from these studies as there is little congruence 
between the description of methods/interventions, the methods for assessing 
results, and the reporting of results. The purpose of my project is to provide a 
comprehensive, standardized data collection method and tool that would allow 
programs to collectively gather and compare data. 
Seclusion and restraint reduction requires a multi-factor approach. In 
addition to the development of an environment rich in sensory-based interventions, 
policies and procedures that support and direct the use of such strategies and staff 
training and education must be implemented. Understanding the underlying 
mechanisms of response to environmental stimuli and demands are the foundation 
to creating unit environments that support adaptive behavior and allow successful 
treatment. Using sensory strategies and activities to assist patients in identifying 
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sources of stress and providing methods to improve self-regulation are an 




Data Collection Project 
Reduction of seclusion and restraint is a complex and multi-factored process. 
Strong support and direction from facility leadership, education and training of 
health facility staff and development of interventions that address the underlying 
client factors that lead to escalated client behaviors are essential to success. 
Huckshorn (2004) describes six core strategies for the reduction of seclusion and 
restraint. The six strategies outlined in Huckshorn's curriculum are 1) leadership 
towards organization change; 2) use of data to inform practice; 3) workforce 
development; 4) use of seclusion and restraint prevention tools; 5) consumer roles; 
and 6) debriefing techniques. Of particular interest to occupational therapy 
practitioners is the inclusion of sensory modulation experiences and sensory rooms 
as recommended restraint prevention tools. This recommendation is endorsed by 
many programs that have adopted sensory approaches to client interventions and 
environmental adaptations and who have subsequently reported a reduction in 
seclusion and restraint. 
Descriptions of programs using sensory modulation generally report two 
outcomes. Client outcomes are self-reports of levels of distress after participating in 
a sensory modulation experience or activity. Program level outcomes are rates for 
seclusion and restraint. In a study by Champagne and Stromberg (2004), clients 
reported decreased levels of distress following a sensory room session. Clients with 
the highest levels of distress prior to the sensory session reported the greatest 
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decrease in distress following the sensory session. The amount of seclusion and 
restraint was also reported to decrease by 54% during the study period. Ostrove 
(personal communication, 2010) similarly reported a reduction in client reported 
levels of disorganization and distress after participating in a sensory modulation 
group. McDaniel (2009) reported reduction in seclusion and restraint rates in four 
facilities in New York State following the introduction of a program which included 
the use of sensory modulation techniques and environmental adaptations. 
Over the last decade occupational therapists practicing in mental health 
settings have increasingly adopted the use of sensory modulation strategies as a 
treatment intervention. Champagne (2011) and Moore (2005) have been strong 
advocates for this approach and have each produced a number of articles, 
workbooks, and conferences about sensory modulation programs and techniques. 
These are excellent resources and provide the occupational therapy practitioner 
with theory and practical information on how to implement a sensory modulation 
program. Sensory modulation programs are used with a variety of populations and 
in a variety of settings in mental health. Broadly speaking, the goal of a sensory 
modulation program is to promote individual self-organization and self-regulation, 
thereby affording the individual client increased access and participation in daily 
activities and roles. Sensory modulation methods to improve self-regulation and 
organization are an especially useful intervention in acute mental health settings 
where clients are frequently very symptomatic and may also exhibit aggressive and 
disorganized behaviors that can lead to restraint and or seclusion. 
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While many programs have described a reduction in seclusion and restraint 
rates, there is no standard method of describing the population nor the type and 
duration of sensory modulation interventions. Sensory modulation intervention 
appears to be an important element of a seclusion and restraint reduction initiative, 
however, there are other variables and factors that should be considered. Studies of 
the effectiveness of sensory modulation intervention should include study of other 
factors present in the individual client program and in the treatment milieu in order 
to understand the contribution of each element of the milieu in the reduction of 
seclusion and restraint. 
Practice-based evidence (PBE) methodology (Horn and Gassaway, 2007) 
offers a framework for organizing data collection in clinical settings. Studying 
treatment effectiveness by withholding treatment or randomizing patients to 
different treatment conditions is in a clinical setting. PBE allows the investigator to 
gather data from ongoing treatment and to reflect practice without interfering in the 
scheduled treatment program. A comprehensive set of client, treatment, and 
outcome variables are defined and collected, then analyzed to identify treatments 
associated with better outcomes for specific types of clients and the relative 
effectiveness of program components. Using PBE as a guide, the multiple factors 
involved in a clinical unit developing a seclusion and restraint reduction effort can 
be categorized and collected in a standard format for study. 
A manual that provides specific tools for capturing data and a format for 
recording data in mental health programs using sensory modulation interventions 
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in seclusion and restraint reduction initiatives has been developed for this doctoral 
project. The manual titled, "Data Collection Manual for Documenting the Effects of 
Sensory Approaches in Seclusion and Restraint Efforts" contains specific protocols 
for implementing a data collection project. Twenty-eight data elements have been 
selected for inclusion in the proposed data set. The elements are divided into seven 
categories: administrative, environment, staff, patient, violence assessment, 
treatment and outcome. A description of the data element, definitions, frequency of 
collection, source of data, and reporting format are provided for each element. The 
complete manual can be found in Appendix A. 
This project has two intended outcomes. First the data from programs using 
sensory modulation will provide information about the demographics of the client 
population receiving the intervention and it will provide information about the type 
and intensity of services provided. This information along with individual client 
information on the effect of the intervention on mood and the program level 
outcome of the amount of seclusion and restraint will add to the occupational 
therapy literature on the effectiveness of sensory modulation interventions. 
Sensory modulation is rarely the only program intervention used to reduce 
seclusion and restraint. By collecting data on other factors such as the environment, 
administrative support and staff training, the relative importance or impact of each 
of these factors can be studied. 
Occupational therapists are increasing the evidence base on the efficacy of 
the modalities and interventions they use (AOTA Centennial Vision, 2007; Holm, 
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2000; Gutman, 2011). By clarifying the role of sensory modulation in the reduction 
of restraint and seclusion, occupational therapy has an opportunity to add to the 
evidence base on the effectiveness of sensory based strategies. The manual 
developed for the project will aid occupational therapists in developing a data base 
that will yield information for helping to establish the effectiveness of sensory 





Restraint and seclusion are used in psychiatric hospitals and other 
behavioral health settings to gain control of patients whose behaviors are 
threatening, aggressive, and assaultive (Smith et. al, 2005). These methods of 
control are used as a last resort or when the safety of the patient or others in the 
hospital environment is in jeopardy. While these measures may be considered to be 
protective, they are also coercive and result in physical and psychological harm to 
both patients and staff (Fisher, 1994 ). During the last decade there has been 
increasing demand from consumer groups and regulatory agencies such as The Joint 
Commission and the Centers for Medicare and Medicaid Services for behavioral 
health settings to reduce or eliminate the use of restraint and seclusion (The Joint 
Commission, n.d., Centers for Medicare and Medicaid Services, n.d.). While there 
are many examples of successful reduction programs, there is little specific data 
about the combination of patient, intervention, and staff factors that are most 
successful in achieving reduced use of restraint and seclusion. Understanding the 
specific factors that are most helpful for a particular patient will provide useful 
information in defining individualized plans for patients. 
Scope of Project 
The purpose of the project is to provide a standardized method of data 
collection for inpatient mental health programs that are implementing seclusion and 
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restraint initiatives. While many studies have suggested that the use of sensory 
approaches has contributed to the reduction of seclusion and restraint (LeBel & 
Champagne, 2010, Champagne and Stromberg, 2004, McDaniel, 2009), these studies 
have not consistently reported the possible influence of the many other factors 
present in an inpatient psychiatric treatment setting. Based on a comprehensive 
literature review, the manual identifies a set of factors that contribute to seclusion 
and restraint reduction. Horn and Gassaway (2010) describe practice based 
evidence (PBE) as providing the framework for selecting and organizing the 
variables for comprehensive data collection to study clinical effectiveness of 
interventions in a clinical setting. In PBE methodology, a comprehensive set of 
patient, treatment, and outcome variables are analyzed in order to identify 
treatments that are associated with better outcomes for specific types of patients. 
The information collected from data collection system created for this project would 
help to inform program design in facilities who are trying to implement programs of 
restraint and seclusion reduction. 
The logic model in Figure 2 depicts the steps in addressing the problem of 
the lack of data to support the effectiveness of the use of sensory strategies in 
seclusion and restraint reduction initiatives. The data collection in this project will 
also address the collection and analysis of other factors in the milieu and treatment 
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Feasibility Assessment 
A data collection manual has been created to describe the purpose of the data 
collection, the data elements to be collected, and how to record each data element. 
Before disseminating the manual and selecting facilities to collect and submit data, a 
data feasibility study will be conducted. A site that is currently engaged in a 
seclusion and restraint reduction initiative will be recruited to participate in the 
feasibility study. This writer assumes that the contact person overseeing the data 
collection will be an occupational therapist as the recruitment for this project will 
primarily be through professional contacts and occupational therapy 
communication vehicles. This phase of the evaluation will involve: 
1. Selecting the facility. 
2. Reviewing the data collection project and manual with the 
collaborating occupational therapist. 
3. The occupational therapist will select a patient who meets the criteria 
for inclusion in the project. Inclusion criteria include a history of 
trauma, history of violence, prior episode(s) of seclusion and/or 
restraint, and a Broset Violence Checklist score of 2 or more within 
the prior twenty-four hours. 
The occupational therapist from the facility will review each data element 
and complete the Ease of Use Checklist. The completed checklist will provide 
feedback on whether the data elements were clearly defined, how easy it was to rate 
the element and whether the data were accessible. Table 1 shows an example of 
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how the Ease of Use Checklist would be completed. 
Table 1 
Ease of Use Checklist 
Example 
Definition Easy to 
Data 
Questions/ Comments Accessible 
# Data Element Clear Rate Suggestions for 
y N y N y N 
Improvement 
we c:ioll'v't RUp forvtA.ClL 
ree-ord.s of .stClff 
Staff oriented to trCl Lll'vLII'vg. Is. Lt o K to 
6 sensory ,; ,; ,; vtA.Cl R.e Cl V'v es.tLvtA.Clte of 
modulation. .stClff trClLII'vec:i? Does. 
tV!~.s ~V've-Lude Oll'vli::j 
c:i~ree-t e-Cl re .stClff? 
5 Cl.StJ to Lowte Cl.S tV!L.s 
16 Trauma History ,; ,; ,; Ls. -pClrt of tVie .stClll'vc:iClrc:i Cl c:{ vtA.L.s.s~o V'v 
Cls.s.es.s. vtA.ell'vt. 
4. Based on the results of the Ease of Use Checklist, adjustments will be 
made to increase the clarity of data recording descriptions. 
5. Adjustments will be reviewed with the facility occupational therapist 
to ensure clarity of changes. 
After all adjustments have been made to increase clarity of the data element 
descriptions and the reviewer is able to locate or create and record all data 
elements, the recruitment for the data collection phase will begin. The 




The focus of this project is to collect a set of standardized data describing 
patient, administrative, staff, environmental, and treatment elements and outcomes 
of facilities or programs involved in a seclusion and restraint reduction initiative. It 
is expected that each program that participates in the data collection project will be 
actively engaged in a planned seclusion and restraint reduction initiative. In order 
to assess the readiness of the program to begin data collection, an evaluability 
assessment will be conducted. An evaluability assessment is a process that helps 
identify whether a program is ready to engage in an evaluation and whether it is 
likely to provide useful information (Wholey, 2004). In the context of this project, 
the evaluability assessment will determine whether the program has sufficiently 
committed to an active seclusion and restraint reduction initiative. The assessment 
will address the questions in the following table. 
Table 2 
Evaluability Assessment Questions 
1. Has the program committed to a seclusion and restraint reduction 
initiative? 
2. Does the program have the resources (well-trained staff, equipment, and 
space) to carry out a seclusion and restraint reduction program? 
3. Are the program activities being implemented as planned? 
4. Does the program have the capacity to provide data for an evaluation? 
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The evaluability assessment should be conducted by someone from the 
facility familiar with the program that can assemble a group of key informants and 
stakeholders to address the evaluability assessment questions. These key 
informants and stakeholders will be drawn from three categories: patients, 
caregiver staff, and administrative staff. Depending on the scope of the data 
collection, these persons may be selected from a particular unit or program or the 







Sample Questions Yield 
Were you asked by staff what Are patients aware that there is 
situations cause you to feel an active effort to reduce 
anxious and what staff could do to seclusion and restraint? 
help you feel calmer? 
What happens when a patient 
Are patients able to identify any 
particular program element that 
begins to lose control and exhibits is directed at helping them 
aggressive or threatening managing stress and learn 
behavior? to gain control of escalating 
Are there any places on the unit feelings and behavior? 
where you can go to engage in 
calming activities or "take space"? 
What methods, strategies, Can caregiver staff identify any 
interventions are effective in specific training in de-escalation 
helping patients to manage that identifies seclusion and 
feelings without "losing control"? restraint prevention as the goal? 
What kind of patient de-escalation Are episodes of seclusion and 
training is available? restraint reviewed and 
analyzed? 
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Is there data concerning the use of Are the staff aware of a hospital-
seclusion and restraint posted on wide seclusion and restraint 
the unit? reduction initiative and have 
they been involved in the 
Is the data discussed in staff planning? 
meetings? 
Is seclusion and restraint There is a clear commitment to 
Clinical considered to be a treatment a seclusion and restraint 
Leadership intervention or a treatment reduction program. While the 
failure? program may not be fully 
implemented, there is a plan in 
Is there documentation of a place and most stakeholders are 
commitment to a seclusion and aware of the plan. 
restraint reduction initiative? 
Is there an expectation that any The plan is documented and 
use of seclusion and restraint has there are resources available. 
a comprehensive review by staff 
and administration? 
Is there ongoing review of data 
concerning the use of seclusion 
and restraint? 
Is the a budget dedicated to the 
implementation of a seclusion and 
restraint initiative, e.g., money for 
training. 
Additional sources for information to affirm the program or facility 
commitment to a seclusion and restraint reduction initiative are policies, meeting 
minutes, training logs, and observation. After the evaluability assessment has been 
conducted, the final step is to determine whether or not the program is ready to 
participate in the data collection project. Program readiness will be determined by 
1) a clear consensus that the program and/or facility embraces a seclusion and 
restraint reduction program; 2) evidence that adequate resources are in place to 
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support and evaluate the program; and 3) evidence of standardized program 
implementation. The next step is introduction of the data collection project. 
Data Collection 
Data collection will be conducted according to the "Data Collection Manual 
for Documenting the Effects of Sensory Approaches in Seclusion and Restraint 
Reduction Efforts" located in Appendix A All of the clinical data collected for this 
project is part of usual ongoing treatment that is available to all patients and stored 
in the patient's medical record. Table 4 and Table 5 show the specific elements 
gathered in this data collection project. Table 4 displays patient, intervention or 
process, and outcome elements and Table 5 displays program/ cultural elements. 
Table 4 








Allen Cognitive Level 
Broset Violence Checklist 
Global Assessment Scale 
Length of Stay 
Process Characteristics 
Sensory Preferences 
Milieu Treatment Plan 
Sensory Plan (Group) 
Sensory Plan (Individual) 
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Outcome Characteristics 
Episodes (time) of 
restraint 
Episodes (time) of 
seclusion 
Global Assessment Scale 
Patient reported outcome 
of sensory modulation 
Administrative Factors 











Standard training in de-
escalation 
Staff oriented to sensory 
modulation 
Occupational Therapist 
role in treatment program 
Reproducible data collection forms for submission of data are found in the 
manual. As part of the first data collection, the rater will be asked to complete the 
Ease of Use Checklist to ensure that the data is being collected correctly. The 
submitted data will be organized in an Excel spreadsheet for ease of analysis 
Success of the data collection will be determined by the number of programs 
submitting complete data sets and the total number of individual data sets collected. 
The goal of the initial phase of the project is to have ten facilities submit at least five 
complete data sets. This would give an initial cohort of fifty subjects. It is expected 
that this data collection process will take up to twelve months to complete. 
Data Analysis 
Analysis of the data collected through the process described is beyond the 
scope of the current project but analysis will be conducted at the conclusion of the 
data collection. Initial analysis will use descriptive statistics to describe the 
population and setting characteristics. Regression analysis will be used to look at 
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the differences between the population who had seclusion and restraint and those 
who did not. 
Collecting specific data from multiple sites on the variables that are part of a 
seclusion and restraint reduction effort would provide increased knowledge about 
what specific elements of a seclusion and restraint reduction program are most 
relevant for which patient. Data from this study will also provide occupational 
therapists with increased knowledge of the effectiveness of using sensory 
approaches to help patients manage stress and anxiety and regulate behavioral 
responses and would provide information that would allow more specifically 
planned individual interventions. 
The ultimate goal of this project is to provide evidence based knowledge that 
contributes to the elimination of the use of seclusion and restraint in inpatient 





Occupational therapy practitioners working in mental health settings are 
increasingly adopting sensory modulation techniques and strategies as 
interventions aimed at decreasing anxiety and increasing the ability to self-regulate 
for persons with psychiatric illnesses (Champagne & Stromberg, 2004, LeBel & 
Champagne, 2010, McDaniel, 2009, Moore, 2005). Many of these settings report a 
reduction in the use of seclusion and restraint and attribute the reduction to the use 
of sensory modulation techniques and strategies. While the assumption that 
sensory modulation may have a role in the restraint and seclusion reduction, there 
is little comparable evidence across settings. Additionally, there are many client, 
staff, and environmental factors that contribute to the use of restraint and seclusion. 
The impact of each of these factors needs to be considered in any restraint and 
seclusion reduction effort. In order to understand the impact of sensory modulation 
strategies and other factors, it is important to develop a standardized approach to 
the use of sensory modulation and to develop a systematic data collection method. 
The purpose of this doctoral project is 1) to create a manualized protocol for 
the use of sensory strategies for increasing self-regulation in persons with 
psychiatric illness and 2) to propose a data collection initiative that would provide 
evidence-based efficacy for the impact of sensory modulation techniques on the 
reduction of seclusion and restraint and 3) to foster collaboration among 
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occupational therapy practitioners practicing in the area of mental health. This 
manual will serve as a guideline for protocols used in the development and 
implementation of a sensory modulation program in mental health settings. 
Needed Resources 
In order to implement the sensory modulation program, a facility will need to 
furnish and equip a sensory room on the inpatient unit in a location easily accessible 
to the client population. The furnishings and equipment would be a capital expense 
required in the first year and then in subsequent years for replacement or upgrades. 
In addition to these capital expenses, there will be expenses for expendable items 
that will be used to administer the program. The expendable items are those that 
will either be used up such as edible items or items that clients use frequently and 
wear out or items that clients may take home. The following budget is based on a 
sensory modulation program for a 24-bed inpatient adult psychiatric unit. Every 
site that adopts the sensory modulation program and data collection will need to 
develop and maintain space and supplies to sustain the program. The budget 
included here is for a unit developed in New England. Prices may vary in other 
areas of the country or world; however, the items included should be a considered a 
standard for setting up the program. Table 1 shows Year 1 start-up expenses. Table 
2 shows Year 2 expenses for program continuation. Supplies are categorized 
according to sensory inputs. The cost for the dissemination of the program and data 




Sensory Room Furniture and Electronics 
Item Source Quantity Cost Total 
Furniture 
Bean Bag Chair Thera pro 2 $ 69.95 $ 139.90 
Rocker /recliner W.B. Mason 1 $2000.00 $2,000.00 
Electronics 
20 inch TV JDVD combo Best Buy 1 $250.00 $ 250.00 
Panasonic Portable CD Best Buy 2 $ 60.99 $ 121.98 
player 
Portable CD players Best Buy 10 $ 20.00 $ 200.00 
Wall mounts for TV's Best Buy 1 $ 80.00 $ 80.00 




Sensory Room Expendable Items (1 Year) 
Item Source Quantity Cost Total 
Deep Pressure 
Shoulder Wraps Calm 10 $ 40.00 $ 400.00 
Comforts 
Weighted Blankets, 4/set Southpaw 3 $ 275.00 $ 825.00 
Body Sox Southpaw 10 $ 60.00 $ 600.00 
Vibrating massage animals Target 4 $ 15.00 $ 60.00 
Tactile 
Small Slo Mo Ball SPR 5 $ 9.95 $ 49.75 
Stress Balls, assorted 40 $ 7.00 $ 280.00 
Stress Balls, 12/box RI Novelty 10 $ 6.00 $ 60.00 
Fidgits 10 $ 5.00 $ 50.00 
Auditory 
Relaxation CO's Amazon 10 $ 20.00 $ 150.00 
Music CO's Amazon 10 $ 15.00 $ 150.00 
Sound machine Target 1 $ 30.00 $ 30.00 
Rain Sticks Abilitations 6 $ 10.00 $ 60.00 
CD Sleeves Office Depot 1 $ 10.00 $ 10.00 
Visual 
Relaxation DVD's Abilitations 4 $ 18.00 $ 144.00 
Wonder Wands Kaleidoscopes 36 $ 5.89 $ 212.04 
to You 
Yoga Videos 8 $ 15.00 $ 120.00 
Ooze tubes 6 $ 3.00 $ 18.00 
Colored sunglasses 36 $ 6.00dz $ 18.00 
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Item Source Quantity Cost Total 
Olfactory 
Supplies for bean bags $ 200.00 
Febreeze electric candle Target 15 $ 5.00 $ 75.00 
Scented lotions Target 48 $ 4.00 $ 192.00 
(Bodycology) 
Gustatory 
Candy, assorted RI Novelty $ 200.00 
Herbal Tea $ 200.00 
Popcorn $ 100.00 
Personal Take Home Kits 












APNA Member Bridge 
Wiki site 

















Estimated Total Budget 
Category 
Dissemination Plan 
Year 1 Furniture and Electronics 
Year 1 Expendable Items 









Available Local Resources 
The intervention aspect of my program is designed to be conducted as part of 
the treatment program administered in an acute care setting for persons with 
psychiatric illness. For the purpose of considering the budget, I am making the 
assumption that the hospital has occupational therapy staff and Level II fieldwork 
students in the occupational therapy department. It is also assumed that there is an 
available suitable room contiguous with the unit and that room decor such as 
painting, floor surface, and window treatments would be part of the usual building 
upkeep and not part of the budget for outfitting the room as a sensory room. 
Potential Funding Sources 
Foundation Ittleson Foundation 
Grant 
Since 1932, the Ittleson Foundation has been serving the needs of the 
underprivileged and providing resources for organizations. The 
Foundation recognizes not-for-profit organizations, dedicated to 
bettering the United States, and as such, provides funds for new 
initiatives and model projects that have the potential to greatly 
enhance public policy and the lives of fellow citizens. The Foundation's 
areas of particular interest are: mental health, AIDS, and the 
environment. 
The 2010 mental health grants ranged from $50,000 to $80,000 dollars. 
Most grants were multi-year grants. The Foundation meets once year 
and applications must be completed by September 1. 
The focus of my project is to ultimately enhance the lives of persons 
with psychiatric illness and provide strategies to decrease behaviors 
that impede their full access to meaningful participation. For this 
foundation I would propose that the notion of environment is also 
applicable to the human sensory environment. My project is about 
enhancing and managing that environment so as to improve the client's 
ability to function. 
htto: I /www.ittlesonfoundation.are:/mental-health/ 
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Foundation 
Grant Van Beuren Charitable Foundation 
The van Beuren Charitable Foundation supports organizations active in 
Newport County- primarily on Aquidneck Island- but will consider 
any proposal with a clear and direct benefit to the area's residents. The 
Foundation focuses on supporting projects and programs in the 
following four areas: land use and conservation, historic preservation, 
education and health. Priority is given to proposals that demonstrate 
the greatest likelihood of achieving measureable results in one of the 
four focus areas. 
Funded grants have ranged from $3,500 - $300,000 in the last two 
years. Grants are awarded once a year with the deadline each year 
being June 15. Grants are only given to organizations with a 401 () () 
designation. 
This foundation has a history of providing small grants to hospitals for 
equipment. 
http: LLvbcfoundation.orgLprogram-priorities L 
Charitable Ocean State Charities Trust 
Trust 
The Trust Agreement establishing the Trust in 1981 mandates that the 
money and income received thereon be distributed for the charitable 
purpose of "promoting social welfare in Rhode Island" by aiding or 
assisting its citizens in the areas of housing, health, education, and 
welfare. 
There are two funding cycles per year - one in May and one in 
November. Applications are due by February 1 and August 1 preceding 
the funding cycle. No grantee may receive more $20,000 in any 
calendar year. Applications must be processed online. Grantees must 
wait eighteen months before applying for a new grant. 
This foundation has a history of awarding grants to hospitals for 
patient care equipment. 
http: LLwww.osct.orgLmission.html 
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Foundation Frank B. Hazard General Charity Fund 
Grant The Frank B. Hazard General Charity Fund was established in 1924 to 
support charitable organizations that work to improve the lives of "the 
poor, or the poor sick." The Hazard General Charity Fund specifically 
supports charitable organizations that serve the people of Providence, 
Rhode Island. 
The deadline for the online application is December 1 for the grant 
award made by January 31. Grant request for general operation 
support or program support are strongly encouraged. The majority of 
the grants are 1 year in duration. In 2010, grant awards total $186,216 
with awards ranging from $5,000 to $50,000. 
This foundation has a history of providing funding for hospital 
programs and equipment. 
https: (_ (_www. bankofamerica.com (_philanthropic /_foundation.action ?fnl 
d=65 
Charitable CVS Caremark Charitable Trust 
Trust 
The CVS Caremark Charitable Trust seeks to support organizations that 
are most effective at creating positive and measurable outcomes for 
children with disabilities and health care services for underserved 
populations. CVS Caremark views this funding as on opportunity to 
create positive outcomes for diverse populations in communities across 
the county where CVS Caremark has a presence. Applications are 
expected to provide opportunities for a higher quality of care and to 
provide measurable outcomes. 
Deadline for application for health care services of underserved 
populations is July 1 -August 15. Grants are awarded in December. 
The one-year grant awards range from $10,000 to $50,000. 
CVS Caremark has its headquarters in Rhode Island. The increasing 
demand for inpatient psychiatric services and decreasing funding 
provides an excellent opportunity for CVS Caremark to provide funding 
for an initiative to enhance the care for persons with psychiatric illness. 
http:(_ (_info.cvscaremark.com (_ comm unit;£/_ our-impact(_ charitable-trust 
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Special Butler Hospital 
Entity Grant 345 Blackstone Boulevard 
Providence, Rhode Island 
www.butlerhospital.org 
In a recent SAMSHA publication, a compelling case was made for the 
reduction of seclusion and restraint by listing the organizational costs 
of using seclusion and restraint. Butler Hospital seeks to support 
programs which enhance care and maintain or reduce costs. 
As part of the annual budgeting process, Butler Hospital entertains 
funding programs or new initiatives particularly if there is evidence 
that there would be cost-savings. For example, if an initiative such as 
the one I am proposing could reduce the lost days and injuries resulting 
to staff from the restraint and seclusion of clients, this would be a 
compelling reason to fund such a program. Such proposals are 
entertained in June and July prior to the completion of the budget year 





Occupational therapy practitioners working in mental health settings are 
increasingly adopting sensory modulation techniques and strategies as 
interventions aimed at decreasing anxiety and increasing ability to self-regulate for 
persons with psychiatric illnesses (Champagne & Stromberg, 2004, LeBel, 
Champagne, & Stromberg, 2010, McDaniel, 2009, Moore, 2002) Many of these 
settings report a reduction in the use of seclusion and restraint and attribute the 
reduction to the use of sensory modulation techniques and strategies. While the 
assumption that sensory modulation may have a role in the restraint and seclusion 
reduction, there is little comparable evidence across settings. Additionally, there 
are many client, staff, and environmental factors that contribute to the use of 
restraint and seclusion. The impact of each of these factors needs to be considered 
in any restraint and seclusion reduction effort. In order to understand the impact of 
sensory modulation strategies and other factors, it is important to develop a 
standardized approach to the use of sensory modulation and to develop a 
systematic data collection method. 
The purpose of this doctoral project is 1) to create a manualized protocol for 
the use of sensory strategies for increasing self-regulation in persons with 
psychiatric illness and 2) to propose a data collection initiative that would provide 
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evidence-based efficacy for the impact of sensory modulation techniques on the 
reduction of seclusion and restraint and 3) to foster collaboration among 
occupational therapy practitioners practicing in the area of mental health. This 
manual will serve as a guideline for protocols used in the development and 
implementation of a sensory modulation program in mental health settings. 
Dissemination Goals 
• Long-term goal: Systematic collection of data leading to increased 
evidence-based knowledge of client outcomes related to the provision of 
a sensory modulation program in acute adult mental health settings. 
• Short-term goal: Increased collaboration among occupational therapists 
using sensory modulation techniques in mental health settings. 
• Short-term goal: Development of a shared data base to serve as a 
foundation for ongoing studies of effectiveness of sensory modulation 
techniques in acute mental health setting. 
Target Audiences 
• Primary audience: The primary audience for the dissemination of this 
manualized treatment and systematic data collection program is 
occupational therapy practitioners who work in mental health settings. 
This audience includes occupational therapists, occupational therapy 
assistants, and Level II Fieldwork Students. The goal would be to foster a 
more standardized approach to the provision of sensory modulation 
programs and thereby establishing a standardized data base from which 
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to establish outcome evidence. 
• Secondary audience: The secondary audience for the dissemination of 
this program and more specifically the outcome of this program is the 
nursing profession. In many mental health settings, especially hospital 
based, nursing is the profession that carries out much of the sensory 
modulation programming. Nurses are also the most vulnerable staff to 
injury from client aggression. Nursing literature is also publishing 
articles on the use of sensory modalities in aggression reduction 
initiatives. It would be important for nurses to have access to the 
evidence-based understanding of sensory modulation outcomes. The 
goal would be to foster collaboration between nurses and occupational 
therapy practitioners in the use of sensory modulation in restraint and 
seclusion reduction initiatives. 
Key Messages 
For Occupational Therapy Practitioners (Domestic and Foreign): 
The use of sensory modulation techniques and strategies in mental health 
must be accompanied by a careful study of outcomes. This is accomplished by 
adopting standardized protocols, collecting data, and providing evidence of 
outcomes. 
For Nursing Profession in Mental Health 
Occupational therapy practitioners and nurses both play important roles in 
providing care for persons with psychiatric illness. Collaboration in the application 
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of evidence-based sensory modulation techniques will enhance client outcomes and 
decrease negative staff outcomes such as injury and lost time from work. 
Sources /Messengers 
For Occupational Therapy Practitioners: 
• Occupational therapy practitioners look to the American Occupational 
Therapy Association (AOTA) as a credible source for providing 
information. Information transmitted through AOTA can be written in 
journals and newsletters, shared electronically through web sites and 
blogs and on-line education, and conducted person-to-person through 
posters and presentations at the national conference, continuing 
education offerings, and activities of the special interest sections. 
• Personal contacts with colleagues who have championed the use of 
Sensory Modulation in mental health settings. Two colleagues are: 
o Tina Champagne, MS, OTR/L, OTD 
o Adi Stern, OT, Hadassah Hebrew University, Jerusalem, Israel 
For the Nursing Profession in Mental Health: 
• The American Psychiatric Nurses Association (APNA) is a credible 
source of information for nurses working in the area of mental health. 
Information transmitted through APNA can be written in journals and 
newsletters, shared electronically through websites and blogs and on-
line education, and conducted person-to-person through posters and 
presentations at the national and regional conferences, and 
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continuing education offerings. 
Dissemination Activities: 
• Written information: 
o Submit an article describing the project and data collection 
method to the AOT A Mental Health Special Interest Section (SIS) 
Newsletter by December 2011. 
o Submit an article with results of the data collection to the 
American Journal of Occupational Therapy (AJOT) by December 
2012. 
o Submit an article to the Journal of Psychosocial and Mental Health 
Nursing by March 2012. 
• Electronic media: 
o Submitted a call for collaborators to participate in administration 
of program and data collection on AOTA's OTConnection in July of 
2011. 
o Will establish a Wiki website as a clearinghouse for the posting of 
the intervention manual and data collection protocol and other 
materials and articles relevant to sensory modulation by 
November 2011. 
o Will use OTConnection, Facebook, and Linkedin, and APNA 






o Powerpoint presentation of doctoral project will be presented at 
Sargent College, Boston University on October 24, 2011. 
o Fact Sheet on the doctoral project will be disseminated at the 
doctoral presentation at Sargent College, Boston University on 
October 24, 2011. 
o Use personal contacts to help develop a list of occupational 
therapy practitioners and nurses through snowball nominations 
who would be interested in collaborating on data collection. 
o Submit a poster or platform session for the American Occupational 
Therapy Association's Annual Conference in San Diego, CA, April 
26-29, 2013. 
o Submit a poster presentation to the American Psychiatric Nurses 
Association New England Chapter for the Fall 2012 conference. 
o Will co-present atAOTA/NBCOT National Student Conclave in 
Providence, RI, November 11, 2011. 
• Written information: 
o There would be no cost for publications in professional journals. 
• Electronic media: 
o There would be no cost for disseminating information through 
websites such as OT Connection, Facebook, Linkedln, and the 
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APNA Member Bridge 
o There would be no cost for creating a Wiki site. 
• Person-to-person contact: 
o There would be no cost for individual contacts made through 
email or local phone lines. 
o Costs for printing and mailing manual if the requestor is unable to 
retrieve electronically. 
Printing of manual (30 50-page manuals) $90.00 
Postage 























Dissemination Budget Summary 
Category Cost 
Written Information 
• Publications $ .00 
Electronic Media 
• OTConnection 
• Linkedln $ .00 
• Face book 
• APNA Member Bridge 
• Wiki site 
Person to Person Contact 
• Printing/Postage $ 333.00 
• Conference Registrations $650.00 
• TraveljMealsjLodging $895.00 
TOTAL $1878.00 
Evaluation 
• Written information: 
o Acceptance of articles for publication 
o Number of follow-up contact from readers asking for more 
information. 
• Electronic media: 
Interest in the project would be confirmed by: 
• Hits on each of the websites. 
• Number of persons requesting a manual. 
• Number of persons collaborating in data collection 
• Person-to-person contact: 
o Initial list of persons compiled from snowball nominations who 
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would receive information. 





Seclusion and restraint is a behavior control method used in many inpatient 
mental health settings. This intervention method poses serious physical and 
psychological consequences for both patients and staff. Despite the fact that 
seclusion and restraint are to be used only in emergency situations when the safety 
of patients or others is in jeopardy, the lack of proven and accessible alternatives 
makes seclusion and restraint a too frequently used intervention. In the last decade 
there have been numerous initiatives calling for facilities to develop plans and 
strategies for seclusion and restraint reduction and elimination. Of significance to 
occupational therapists is the recommendation that these strategies and plans 
should include sensory approaches that assist patients in emotional self-regulation. 
A hospital should be a place of care and respite and healing. When patients 
arrive at a hospital they are seeking help in managing their symptoms and illness. 
Occupational therapists have been successful in providing sensory based 
approaches that aid patients in learning self-regulation and distress tolerance. 
Patient's anecdotal reports of the helpfulness of these approaches are very positive 
and there are a number of reports that strongly suggest that sensory interventions 
are an important element of seclusion and restraint reduction. 
The data collection format developed for this project is a foundation for 
further studying the effectiveness of sensory approaches in the population of 
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persons with mental illness. While the focus of this project is to determine best-
practice interventions in reducing seclusion and restraint, the ultimate focus is 
much larger. Not all patients are at risk for seclusion and restraint but most do 
experience periods of stress and emotional-dysregulation. Creating methods of 
accurately describing sensory interventions and measuring outcomes in treatment 
settings would give occupational therapists and other clinicians important 
information about what interventions work best for which patients. Understanding 
the role of sensory modulation interventions in the reduction of seclusion and 
restraint is an opportunity for occupational therapy to add to the evidence base for 
the effectiveness of sensory based strategies and to increase our ability to be 
stronger advocates for the inclusion of occupational therapy services for our 
patients and clients. 
Occupational therapists are advancing the evidence base which links the 
effectiveness of modalities and interventions with client outcomes. Practice-based 
evidence (PBE) methodology, the method used for data collection in this doctoral 
project, also offers occupational therapists in clinical practice a method to develop 
effectiveness studies within clinical practice. In PBE there is no prescribed or best 
treatment protocol being evaluated and all patients have equal access to the 
intervention. The treatment program of interventions being implemented is 
recorded in detail. Clinical effectiveness can be determined by collecting and 
analyzing detailed information on patient, intervention, and outcome variables. 
This strategy could be continued into post-discharge and/or aftercare in order to 
60 
assess whether strategies learned in an inpatient setting have carryover to the 
community. Using agreed upon standard measurements of patient, intervention, 
and outcome variables, therapists can compare results across varied facilities and 
foster increased understanding of clinical ~ffectiveness of interventions. 
In summary, this project provides a foundational data collection project 
which has the potential to create a better understanding of the effectiveness of 
sensory modulation interventions and the relationship of those interventions to the 
use of seclusion and restraint in inpatient mental health units. 
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Appendix A. 
A DATA COLLECTION MANUAL 
FOR 
DOCUMENTING THE EFFECTS OF SENSORY APPROACHES IN SECLUSION AND 
RESTRAINT REDUCTION EFFORTS 
62 
Introduction 
Occupational therapy practitioners working in mental health settings are 
increasingly adopting sensory modulation techniques and strategies as 
interventions aimed at decreasing anxiety and increasing ability to self-regulate for 
persons with psychiatric illnesses (Champagne & Stromberg, 2004, LeBel, 
Champagne, & Stromberg, 2010, McDaniel, 2009, Moore, 2002) Many ofthese 
settings report a reduction in the use of seclusion and restraint and attribute the 
reduction to the use of sensory modulation techniques and strategies. While the 
assumption that sensory modulation may have a role in restraint and seclusion 
reduction is compelling, there is little consistent evidence across settings. 
Additionally, there are many patient, staff, and environmental factors that 
contribute to the use of restraint and seclusion. The impact of each of these factors 
needs to be considered in any restraint and seclusion reduction effort. In order to 
understand the impact of sensory modulation strategies and other factors, it is 
important to develop a standardized approach to the use of sensory modulation 
approaches and to develop a systematic data collection method. Huckshorn (2004) 
proposes that a successful seclusion and restraint reduction program should be part 
of a comprehensive performance improvement effort and further describes six core 
strategies for the reduction of seclusion and restraint. These six strategies are 1) 
leadership towards organization change; 2) use of data to inform practice; 3) 
workforce development; 4) use of seclusion and restraint prevention tools; 5) 
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consumer roles; and 6) debriefing techniques. 
The use of seclusion and restraint is often preceded by episodes of 
aggression and violence. Two literature reviews of violence on inpatient psychiatric 
units concluded that there are four factors that may contribute to the likelihood of 
inpatient violence (Johnson, 2004; Hamrin et al., 2009). These factors are 1) 
patient-related variables, 2) staff related variables, 3) interaction variables, and 4) 
unit or cultural variables. Although certain diagnoses such as schizophrenia and . 
bipolar disorder were frequently associated with risk of violence, symptoms such as 
angry mood, irritability, and suspiciousness were more closely linked to episodes of 
violence. Patients who were uncooperative, engaged in impulsive behavior, and 
showed an unwillingness to follow rules (Johnson, 2004) as well as previous 
episodes of aggressive behavior and a relational style that limited interpersonal 
contacts (Hamrin et al., 2009) were also found to be associated with risk of 
aggressive and violent behavior. 
The purpose of this manual is to create a standardized data collection 
protocol for documenting the various factors including sensory approaches that 
contribute to the reduction of the use of seclusion and restraint in mental health 
settings. 
Twenty-eight data elements have been selected for inclusion in the proposed 
data set. The elements are divided into seven categories: administrative, 
environment, staff, patient, violence assessment, treatment and outcome. A 
description of the data element, definitions, frequency of collection, source of data, 
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and reporting format are provided for each element. Reproducible data collection 
worksheets are provided in the appendix of the manual. 
Though all of the data elements included are ones that are normally collected 
during the provision of care, completion of the data collection worksheets will 
require a commitment of time beyond the usual work routine. While all patients 
will most likely be receiving some form of sensory intervention, for the purpose of 
this data collection project, patients selected for project should be those who have 
risk factors for seclusion and restraint. The data should be collected daily. 
Occupational therapists participating in this project may find this an opportunity to 
collaborate with nursing staff and share in the data collection responsibility. It is 
expected that a facility may only be able to collect data on one or two patients at a 
time given the staff time burden. 
The data collected in this project is generated and recorded in the normal 
course of treatment. There is no experimental condition. No identifiable patient or 
facility information will be collected. While there is nothing experimental or 
exclusionary in this project, institutional review may be required before engaging in 
this project. Occupational therapists should consult with the facility IRB before 




Administrative support in the form of clear leadership for a seclusion and 
restraint reduction initiative and a clearly articulated plan for the initiative are key 
to success (Huckshorn, 2004). The plan must embody the facility philosophy 
concerning seclusion and restraint reduction and the philosophy .and values need to 
be apparent in all training programs for staff and all treatment interventions for 
patients. 
The Pennsylvania State Hospital System reported dramatic decreases in the 
rate and duration of seclusion and mechanical restraint after implementing a 
seclusion and restraint reduction initiative (Smith et al., 2005). Charles Curie, who 
was the deputy director the Office of Mental Health and Substance Abuse Services in 
Pennsylvania, is credited with having a major influence on the reduction effort. This 
influence was in the form of a statement that seclusion and restraint was a 
treatment failure, which challenged the long-held beliefs that seclusion and restraint 
were necessary and encouraged staff to find more positive ways to support a person 
in crisis. 
Information about the facility commitment to a seclusion and restraint 
reduction initiative can be found in hospital policy or meeting minutes. This 
information can also be gathered from a questionnaire given to hospital staff. An 
example of a questionnaire can be found in the Data Collection section of this 
manual. 
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Administrative Factor Rating 
The Hospital is Actively Pursuing S/R Reduction 
Frequency 
# Element of Source of Data Format 
Collection 
1 The hospital is actively 
pursuing a restraint/seclusion Once Hospital 1- Minimal 
reduction program. Policy/ 2- Moderate 
Committee 3- Full 
Minutes 
Rating Definition 
1 Minimal There is no facility wide effort to reduce seclusion 
Implementation and restraint. Seclusion and restraint is viewed as 
a necessary treatment intervention. 
2 Moderate Reduction of seclusion and restraint is not a 
Implementation facility wide value or goal but efforts are made at 
the unit level to develop seclusion and restraint 
reduction initiatives. 
3 Full Seclusion and restraint reduction is a core value of 
Implementation the facility and structures are in place that 
continually validate this value. The use of 




The Occupational Therapy Practice Framework (AOTA, 2008) defines 
environment as the external physical and social environment that surrounds the 
patient and in which the patient's daily life occupations occur. For a person with 
mental illness, the physical environment encountered in an acute psychiatric 
hospital ward can feel unfamiliar, unwelcoming and even threatening. The 
furniture, room design, and objects in the environment can all have an impact on the 
ability of the patient to engage and participate in treatment. 
Two physical environment enhancements that can provide an increased 
sense of safety and calm to the hospitalized person with mental illness are 1) a 
private room and 2) a sensory room. 
In most psychiatric facilities, patients are in a double occupancy room. 
Patients frequently complain about a room-mate being intrusive or noisy. 
Roommates can be a source of stress and can contribute to an acutely ill person's 
sense of distress and anxiety. In some instances a patient may be assaulted by a 
roommate. Chaudry, (2006) suggests that single occupancy rooms reduce patient 
stress, afford more privacy, reduce noise, provide a greater sense of control, and 
increase patient satisfaction. Additionally, single occupancy rooms also reduce the 
need for a transfer of patients to other rooms or other units due to issues of 
incompatibility. A recent trend in construction of new psychiatric hospitals is the 
use of only single-occupancy rooms. This change is viewed as an important step 
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towards providing more safety for patients and providing a more healing and restful 
personal environment. 
Sensory rooms are becoming a common feature in many treatment settings. 
These are rooms where individuals or small groups can engage in activities that 
promote relaxation, self-organization and de-escalation. Design of the room is 
dependent on the type of patient who is on the unit and will be using the room. In 
secure settings the room may be locked and used only with staff supervision. In less 
secure settings, the room may be available on an as needed basis for patients to 
relax or de-escalate by using a rocking chair, listening to music or watching video. 
These spaces may also be called comfort rooms, multi-sensory rooms, or sensory 
modulation rooms. The commonality between all of these spaces is that they 
provide a nurturing, multi-sensory environment designed to engage patients in a 
soothing, calming experience. 
In this study, availability of a private room and a sensory room are 
considered to be environmental elements that may contribute to an overall 
atmosphere that helps reduce seclusion and restraint. Therefore it is important to 
record the degree to which they are available within a given facility. 
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Environment Factor Ratings 
Patient Rooms 
Frequency 
# Element of Source of Data Format 
Collection 
1- Minimal 
2 Private Room Once Unit Floor Plan 2- Moderate 
3- Full 
Rating Description of Element 
1 Minimal There are no single occupancy rooms 
Implementation 
2 Moderate Single occupancy can sometimes be arranged but 
Implementation generally requires one or more patients to move 
or change rooms. 




# Element of Source of Data Format 
Collection 
1- Minimal 
3 Sensory Room Once Unit Plan 2- Moderate 
3- Full 
Rating Description of Element 
1 Minimal No Sensory Room 
Implementation 
2 Moderate Sensory Room is locked and used only under 
Implementation supervision. Room is occasionally used for 
meetings or uses other than sensory activities. 
Minimal sensory activities or equipment. No 
policy or program plan guides the use of the 
room. 
3 Full Sensory Room provides a multi-sensory 
Implementation environment. Room is available to patients on an 
as needed basis. 
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Staff Factors 
Staff training or workforce development as described by Huckshorn (2004) 
needs to provide opportunities for staff to learn and practice skills that incorporate 
seclusion and restraint reduction strategies. There are many training programs 
currently available for teaching crisis intervention and de-escalation skills. One 
commonly used program is available from the Crisis Prevention Institute, Inc. The 
program, titled 'Nonviolent Crisis Prevention', is a behavior management system 
designed to aid staff in the management of disruptive and assaultive patients. This 
model provides an understanding of how a crisis situation evolves through stages 
from what may seem initially to be an almost imperceptible change in a patient's 
behavior. The staff response to each of the stages can have a profound effect on 
outcome (Caraulia & Steiger, 1997). 
Occupational therapists have been instrumental in championing the use of 
sensory approaches in mental health settings by providing guidance in the design of 
the environment as well as the design and implementation of specific treatment 
interventions using sensory approaches. The degree of involvement of the 
occupational therapist varies from consultant to being a member of the core 
treatment team. Occupational therapists play an important role in staff training by 
providing orientation and training in sensory modulation techniques. 
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Staff Factor Ratings 
Staff Training in De-Escalation Techniques 
Frequency 
# Element of Source of Data Format 
Collection 
4 Direct care staff have formal Once HR Records or 1- Minimal 
annual training in Nursing Dept. 2- Moderate 
standardized de-escalation Records 3- Full 
model, e.g., CPl. 
Rating Description of Element 
1 Minimal The treatment staff receives no formal training in 
Implementation a standard de-escalation model. 
2 Moderate The treatment staff receives formal orientation 
Implementation and annual training in de-escalation but model 
may be "home-grown" or adapted from a 
standard model. 
3 Full All staff in the facility receives orientation and 
Implementation training in a standard de-escalation model such as 
CPl. 
Occupational Therapist is a Member of Core Treatment Team 
Frequency 
# Element of Source of Data Format 
Collection 
1- Minimal 
5 Occupational Therapist role in Once Unit Staffing 2- Moderate 
treatment program Plan 3- Full 
Rating Description of Element 
1 Minimal The occupational therapist is available for 
Implementation consultation to the core treatment only for 
program planning. 
2 Moderate Occupational therapist is a half-time or less 
Implementation member of the core treatment team. 
3 Full Occupational therapist is a full-time member of 
Implementation the core treatment staff. 
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Staff Orientation to Sensory Modulation 
Frequency 
# Element of Source of Data Format 
Collection 
1- Minimal 
6 Staff oriented to sensory Once Unit education 2- Moderate 
modulation logs 3- Full 
Rating Description of Element 
1 Minimal Staff receives little or no orientation or training 
Implementation about sensory modulation. 
2 Moderate Staff receives at least an initial orientation and 
Implementation training to sensory modulation and is able to 
support patients in using sensory modulation 
techniques. 
3 Full All treatment staff have received orientation and 
Implementation training in sensory modulation and are able to 
direct and support patients in using sensory 
modulation techniques and receive ongoing 
training and support in using sensory modalities 
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Program Factors 
Patients bring unique experience and knowledge and can play an important 
role in the inpatient treatment setting. A comprehensive plan for a restraint and 
seclusion reduction initiative would include a description of the role of patients or 
consumers who have been discharged. Opportunities for engaging patients include 
a Patient/Family Advisory Committee or a Peer Support program conducted on the 
inpatient unit. 
Debriefing is an important element of any seclusion and restraint reduction 
effort. A rigorous analysis of every seclusion and restraint event provides 
information that leads to improved practice which results in decreased use of 
seclusion and restraint. Patients can also be involved in the debriefing process. 
Program Factor Ratings 
Involvement of Patients in S/R Reduction Efforts 
Frequency 
# Element of Source of Data Format 
Collection 
Involvement of patients in Once Hospital Policy 1- Minimal 
7 S /R reduction efforts 2- Moderate 
3- Full 
Rating Description of Element 
1 Minimal Little or no involvement of consumers or persons 
Implementation in recovery in any aspect of the inpatient 
treatment milieu. 
2 Moderate Some involvement of consumers in planning, e.g., 
Implementation \ Patient and Family Advisory Group may have 
input into new patient programming initiatives. 
3 Full Inclusion of consumers or persons in recovery in 
Implementation a variety of roles in the organization. 
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Use of Debriefing 
Frequency 
# Element of Source of Data Format 
Collection 
Use of debriefing Once Hospital Policy 1- Minimal 
8 2- Moderate 
3- Full 
Rating Description of Element 
1 Minimal Little or no analysis of seclusion and restraint 
Implementation events. 
2 Moderate Debriefing is not an expectation and only done 
Implementation when someone is injured. 
3 Full A rigorous analysis of every seclusion and 
Implementation restraint is conducted and the analysis is used to 




The elements in this section provide a view of individual patient 
characteristics and factors. These elements are typically collected at admission as 
part of the evaluation process or are recorded at discharge. All elements are 
typically part of the medical record. 
Patient Factor Ratings 
Frequency 
# Element of Source of Data Format 
Collection 
Once Assigned by Unique 
9 Patient ID facility data Numeric 
collector identifier 
Discharge Medical Record DSM Code 
10 DSM IV Diagnosis 
Admission Medical Record DD/MM/YYYY 
11 Admission Date 
Discharge Medical Record DD/MM/YYYY 
12 Discharge Date 
Once/At Medical Record Years 
13 Age admission 
Once/At Medical Record F(emale) 
14 Gender admission M(ale) 
Once/At Medical Record 1- Alone 
Admission 2 - Significant 
15 Living Situation Other 
3- Assisted 
Living 
Once/ At Medical Record Y(es) 
16 Trauma History Admission N(o) 
Once/At Medical Record Y(es) 
17 Violence History Admission N(o) 
Once/Initial Initial OT Numerical 
18 Allen Cognitive Level Assessment Assessment 1.0- 6.0 
Admission Medical Record Numerical 
19 Global Assessment Score (Physician) 1-100 
Discharge Medical Record Numerical 
20 Global Assessment Score (Physician) 1-100 
76 
Violence Assessment 
Appropriate assessment and identification of patient factors associated with 
violence and aggression would provide important information to help staff to 
mitigate aggressive behaviors that can escalate into situations that create unsafe 
conditions and can lead to episodes of seclusion and restraint. In fast paced 
inpatient psychiatric units it is important to have a quick, easy to administer 
assessment that can reliably be used to predict violence. The Broset Violence 
Checklist (BVC) is a short-term violence prediction instrument that assesses 
confusion, irritability, boisterousness, verbal threats, physical threats, and attacks 
on objects as either present (score of 1) or absent (score of 0). Scores for the six 
items are summed and categorized in three risk categories: 0 =no risk, 1-2 = 
moderate risk, and >2 =high risk. The BVC is completed once every shift. 
Violence Assessment Rating 
Frequency 
# Element of Source of Data Format 
Collection 
Daily/ shift Medical Numerical 




Subject ID _____ _ 
Date D E N Comments 
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Treatment Factors 
The Self-Management Worksheet is used as a functional analysis tool to help 
the patient record what events cause feelings of anger or anxiety and feeling unsafe. 
Then the patient is asked to record warning signs of when he or she is feeling that 
they are losing control. The patient then records what activities help in feeling 
better. Finally, the patient is asked to record at least three activities that help him or 
her feel better when they are stressed. The worksheet should be explained to the 
patient by the occupational therapist. The patient may complete the worksheet and 
then discuss with the occupational therapist or the occupational therapist may 
conduct an interview and discussion with the patient and record the patient's 
answers on the worksheet. The patient should be guided to choose activities for 
stress relief that are able to be done on the inpatient unit. A copy of the worksheet 
is retained for the data collection and the original is given to the patient. 
Treatment Factor Ratings 
Sensory Preferences 
Frequency 
# Element of Source of Data Format 
Collection 
Initial Self-Rate or Self-





We want to know how you deal with stress and how it affects you. This information 
will help us to understand you better. Please answer the questions on this 
worksheet. You may ask a staff member to help you. 
What events cause you anger/anxiety or makes you upset or feel unsafe? 
0 Not being listened to 0 Being touched 
0 Asked to do something 0 Group situations 
0 Lack of privacy 0 People yelling 
0 Feeling lonely 0 Arguments 
0 Being teased or picked on 0 Being isolated 
0 Being stared at 
0 Being told no 
0 Loud noises 
0 Not having control 
0 Other ______ _ 
What are your warning signs? For example, what would other people 
notice when you begin to lose control? 
0 Sweating 
0 Grinding teeth 
0 Loud voice 
0 Pacing 
0 Swearing 
0 Not taking care of self 
0 Being rude 
0 Can't sit still 
0 Crying 
0 Hurting myself 
0 Being "hyper" 
0 Isolating/avoiding people 
0 Hurting others or things 
0 Laughing loudly 
0 Other ______ _ 
What activities help calm you or help you to feel better? 
0 Draw or color 
0 Use weighted blanket 
0 Quiet areafno sound 
0 Be left alone 
0 Talking with a friend 
0 Going for a walk 0 Exercise 
0 Wrapping up in a blanket 0 Listening to music 
0 Lie down 0 Relaxation CD 
0 Write in journal 0 Watching TV 
0 Talking with staff 0 Other ______ _ 





The next three data elements are recorded on the Diary Cards. The patient's 
milieu schedule is copied on to the day and evening diary card. The preferred 
calming activities are also copied on to the diary card from the Self-Management 
Worksheet. Any group or individual activities that use a sensory approach are also 
included in the schedule. The comment section may be used to make a comment 
about a particular event or activity that was stressful. This may be a time in the 
schedule to introduce an individual sensory activity. The patient may keep the 
schedule during the day. Many patients find a written schedule to be organizing. 
The schedules are collected at the end of the day and retained for the data collection. 
Milieu Treatment Plan 
Frequency of 
# Element Collection Source of Data Format 
Milieu Treatment Plan Daily Medical Record/ Diary Card 
23 (Group) Diary Card 
Sensory Plans (Group) 
Frequency of 
# Element Collection Source of Data Format 
Sensory Plan Daily Medical Record/ Diary Card 
24 (Group) Diary Card 
Sensory Plan (Individual) 
Frequency of 
# Element Collection Source of Data Format 
Sensory Plan Daily Medical Record/ Diary Card 
25 (Individual) Diary Card 
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Diary Card (Day) for ------------
Name Date 



















































Each time a patient uses an individual sensory activity as a calming 
technique, a pre and post rating is completed. The rating is a Visual Analog Scale 
showing a continuum from calm to agitated. The face on the left indicates the most 
calm one could feel and the face on the right indicates the most agitated that one 
could feel. Ask the patient to indicate with an "x" on the line where he or she would 
place their current feeling on the continuum from calm to agitated. Repeat this 
rating after the activity. The pre and post ratings are on one sheet of paper which 
can be folded when presented to the patient so that only one rating is visible. Rating 
sheets are collected and retained for the data collection 
Outcome Factor Ratings 
Response to Individual Sensory Intervention 
Frequency 
# Element of Source of Data Format 
Collection 
Each time Diary Card VAS Rating 
individual Pre-
26 Response to Sensory sensory intervention 





Name-----------------Date _______ _ 




Name-----------------Date _______ _ 




Each time restraint or seclusion is used with a patient, the episode is recorded on 
the seclusion/restraint record along with the precipitating event for the episode. 
Restraint Episode 
Frequency 
# Element of Source of Data Format 
Collection 
Each time Medical Date 
restraint Record xxjxxjxxxx 
initiated Time start 







# Element of Source of Data Format 
Collection 
Each time Medical Date 
seclusion Record xxjxxjxxxx 
initiated Time start 







Patient ID _____ _ 
s R Date Time Time Precipitants 
v v Start End 
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DATA COLLECTION WORKSHEETS 
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Data Collection Worksheet 
Administrative, Environment, Staff, and Program Elements 
Directions: Each of the following eight elements is rated as 1, 2, or 3 depending on 
the degree of implementation of the element. Definitions for each of the elements 
and method for determining the rating are in the Data Collection section of the 
manual. 
If data is being collected on more than one patient, you only need to submit one data 
collection worksheet. Be sure to include all patient IDs. 
Element Data Element Rating 
# (v) 
1 2 3 
1 Private room 
2 Sensory room 
3 The hospital is actively pursuing S/R reduction 
4 Staff training in De-escalation techniques 
5 Occupational therapist is a member of core treatment team 
6 Staff orientation to sensory modulation 
7 Involvement of patients in S/R reduction efforts 
8 Use of de-briefing 
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Data Collection Worksheet 
Patient Elements 
Directions: Each of the following twelve patient elements have specific formats for 
providing the element information. Definitions for each of the elements and method 
for determining the rating are in the Data Collection section of the manual. 
Complete on worksheet for each patient. 
Element Data Element Rating 
# 
9 Patient ID 
10 DSM IV Diagnosis 
11 Admission Date 
12 Discharge Date 
13 Age 
14 Gender 
15 Living Situation 
16 Trauma History 
17 Violence History 
18 Allen Cognitive Level 
19 Global Assessment Scale (Admission) 
20 Global Assessment Scale (Discharge) 
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Data Collection Worksheet 
#21 - Br0set Violence Checklist 
Directions: If the Broset Violence Checklist is used to prediction aggression, record 
the ratings on this worksheet. 
Subject ID _______ ADM ____ D/C 
Date D E N Comments 
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Self-Management Worksheet 
We want to know how you deal with stress and how it affects you. This information 
will help us to understand you better. Please answer the questions on this 
worksheet. You may ask a staff member to help you. 
What events cause you anger/anxiety or makes you upset or feel unsafe? 
D Not being listened to D Being touched 
D Asked to do something D Group situations 
D Lack of privacy D People yelling 
D Feeling lonely D Arguments 
D Being teased or picked on D Being isolated 
D Being stared at 
D Being told no 
D Loud noises 
D Not having control 
D Other ______ _ 
What are your warning signs? For example, what would other people 
notice when you begin to lose control? 
D Sweating 
D Grinding teeth 
D Loud voice 
D Pacing 
D Swearing 
D Not taking care of self 
D Being rude 
D Can't sit still 
D Crying 
D Hurting myself 
D Being "hyper" 
D Isolating/avoiding people 
D Hurting others or things 
D Laughing loudly 
D Other ______ _ 
What activities help calm you or help you to feel better? 
D Draw or color 
D Use weighted blanket 
D Quiet areafno sound 
D Be left alone 
D Talking with a friend 
D Going for a walk D Exercise 
D Wrapping up in a blanket D Listening to music 
D Lie down D Relaxation CD 
D Write in journal D Watching TV 
D Talking with staff D Other ______ _ 





Diary Card (Day) for ------------
Name Date 


















Preferred Calming Activities (from Wellness Worksheet) 
1 ____________________________________________________ ___ 
2 ______________________________________________________ _ 






















Preferred Calming Activities (from Wellness Worksheet) 
1 ______________________________________________________ ___ 
2 ________________________________________________________ _ 
3 _________________________________________________ _ 
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Rating (Pre-Activity) 
Name _________________ Date _______ _ 




Name _________________ Date _______ _ 
Activity ________________ End Time _____ _ 
Calm Agitated 
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Data Element# 27 and #28. 
Data Collection Worksheet 
Outcome Elements 
Directions: Definitions for each of the elements, frequency of recording and method 
for determining the rating are in the Data Collection section of the manual. 
s R Date Time Time Precipitants 




Seclusion and Restraint 
Seclusion and restraint are methods of behavior control used in mental 
health facilities to control patients who are exhibiting behaviors that pose a danger 
to themselves or others. In seclusion a patient is confined to a room and prevented 
from leaving. In restraint the patient is manually or mechanically immobilized. 
Standards for the use of seclusion and restraint in hospitals are provided by The 
Joint Commission, a private agency that accredits hospitals, and the Center for 
Medicare and Medicaid. These standards mandate that seclusion and restraint can 
only be used when the safety of the patient or others is in jeopardy. Despite the 
intended safeguard of standards for the use and application of seclusion and 
restraint, these behavior control methods can pose serious physical and 
psychological harm for the person being secluded or restrained as well as for the 
staff members involved in the episode. Over the last decade there has been 
increasing pressure from consumer advocacy groups and regulatory agencies for 
hospitals to reduce or eliminate the dangerous practice of seclusion and restraint. 
This call for reform has resulted in many initiatives across the country seeking 
alternatives to these behavior controls. 
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Risk Factors 
The use of seclusion and restraint is frequently preceded by an increase in 
the patient's angry and aggressive behavior. Studies of persons who exhibit these 
aggressive behaviors have shown that there are certain predictable risk factors for 
aggression. Individual risk factors include symptoms such as angry mood, 
irritability, suspiciousness, and impulsive behavior. Environmental risk factors 
include lack of privacy, insufficient activity, excessive sensory stimulation such as 
noise, and times of transition such as mealtime or staff change of shift. Staff and 
patient interactions such as medication administration, assisting with personal care, 
or denial of a request can also be risk factors. The patient's inability to react to these 
types of stimuli with non-aggressive or non-hostile behaviors shows an inability to 
regulate or modulate feelings and responses. This inability to self-regulate may 
have origins in the individual's information processing area of the brain. Responses 
to these risk factors vary among individuals. Not every person responds with 
escalating behavior that leads to seclusion and restraint, but for those patients 
whose responses escalate, it is important for clinicians to find methods to increase 
the individual's ability to self-regulate. 
Sensory Modulation 
Employing techniques or interventions that are calming and soothing have 
the potential to help a person decrease stress and regain composure. Sensory 
modulation intervention is a technique that is useful in assisting the individual to 
respond appropriately to or modulate the irritating sensation. Sensory modulation 
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interventions are activities that provide calming and soothing experiences for the 
individual and lessen the effect of intrusive external stimuli. Occupational therapists 
have been instrumental in developing programs that include sensory modulation 
interventions. These interventions involve the skillful use of activities that reduce 
the stress, anger, and agitation that often precede a seclusion and restraint episode. 
Many facilities have reported success in reducing seclusion and restraint 
through the use of sensory modulation interventions that aid the patient in 
regulating or modulating their responses. However, the use of sensory modulation 
interventions is only one element of a treatment program. Understanding how the 
use of sensory approaches interacts with other elements in the treatment program 
would provide increased knowledge towards providing effective seclusion and 
restraint reduction initiatives. 
Comprehensive Approach to Seclusion and Restraint Reduction 
A multi-factored approach to seclusion and restraint reduction would 
include: a) a commitment from the treatment program to change staff beliefs about 
seclusion and restraint, b) a comprehensive training of staff in de-escalation 
techniques, and c) development of a range of alternative methods of helping 
patients to manage feelings and learn to self-regulate. Published reports of 
successful seclusion and restraint reduction efforts differ in their descriptions of 
success making the success difficult to replicate. 
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Purpose of Doctoral Project 
The purpose of this doctoral project is to develop a data collection method 
and tool that will provide detailed individual and program level information about 
successful strategies for seclusion and restraint reduction. This initiative will 
provide a comprehensive set of patient, treatment and outcome data that will serve 
as a common format for facilities to report seclusion and restraint reduction efforts. 
The data from this common format will increase the evidence base for successful 
seclusion and restraint reduction initiatives and provide guidelines for programs 
seeking to improve their seclusion and restraint reduction initiative. 
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